United Services Section 865 lead to hyperextension of the proximal joint. It should not be contemplated too lightly.
Group Captain C R Griffin (Princess Mary's RAFHospital, Halton, Bucks)
Surgery of Rheumatoid Synovitis of the Hand
The first reported synovectomy for rheumatoid arthritis of the knee was carried out in 1900 (Mignon 1900) , but it was not until forty years later that similar procedures were applied to the hand. Today it is more widely appreciated that surgery is of benefit to the rheumatoid hand, particularly in the early stages. Surgery should satisfy certain criteriaanatomical correction, subjective improvement and restoration of functional ability. In the advanced stages of rheumatoid synovitis these ideals are not always obtainable.
This review concerns the surgery of the metacarpophalangeal joints and of the tendon systems of the rheumatoid hand.
The Metacarpophalangeal Joints
Here two main deformities occur, the 'intrinsic plus' deformity and ulnar deviation of the fingers:
(1) The 'intrinsic plus' deformity, due to overaction of the intrinsics, consists of flexion deformity of the metacarpophalangeal joints which may advance to subluxation or dislocation; and hyperextension of the proximal interphalangeal joints producing the 'swan neck' deformity. The 'intrinsic plus' deformity may be improved by excision of the oblique fibres of the extensor hood.
(2) In ulnar deviation of the fingers there is much controversy concerning the deforming force or forces. It has been shown that it is due neither to the unequal destruction of the condyles of the metacarpals (Brewerton 1966) , nor to overaction of the intrinsics. The more prominent radial condyles of the metacarpals have been blamed (Hakstian & Tubiana 1966) as has the difference in obliquity of the radial collateral ligament from that on the ulnar side (Smith & Kaplan 1966) .
The same authors mention the torque action of the flexors. The angulated path of the extensors from wrist to fingers over a distended joint with or without ulnar dislocation of the tendons may provide a contributory resultant force. One can also postulate that the radial force applied to the fingers in everyday tasks, and the effect of gravity when the hand is used in the mid position are also factors.
A minor degree of deviation will be improved by synovectomy alone, a greater degree by synovectomy and radial reinforcement as in the transfer of extensor indicis proprius to the insertion of the first dorsal interosseus.
Correction of marked ulnar deviation by arthrodesis of the little finger, by transfer of the ulnar component of the intrinsic mechanism to the radial side or by metal inserts has too many failures. Synovial excision and arthroplasty with temporary distraction in slight flexion give better results.
There is general agreement that it is the initial derangement of the metacarpophalangeal joints due to capsular and ligamentous laxity which permits the action of the deforming forces. In my view early synovectomy can prevent or retard local destruction and secondary deformities if undertaken before the metacarpophalangeal joints are grossly involved.
In considering the effects of operation Vaughan Jackson (personal communication) states that the results six to seven years after early synovectomy are roughly proportional to the severity of the disease. The most consistently encouraging results are found in those cases of medium to mild severity. Savill's results (personal communication) over six years in patients with persistent swelling and pain show a subjective improvement in 80 % of cases, but erosions were increasing in 50%. He believes that fibrosis following synovectomy stabilizes the joints to some extent and may prevent rapid development of ulnar drift.
The thumb is frequently overlooked and yet it is involved in 75 % of cases. The typical deformity is flexion of the metacarpophalangeal joint and hyperextension of the distal joint. The metacarpophalangeal joint is easily accessible for debridement. Should gross deformity occur with fixed adduction of the thumb, performance of the pinch grip and grasp may be impossible. This is one of the few indications for stabilization by arthrodesis or bone block in the rheumatoid hand, but the distal joint must be stable for a worth-while result.
The Tendon Systems
The tendon systems of the hand may be involved by direct invasion of the granuloma causing pain, deformity and interference with function. Rup-ture may result from such invasion or from interference with blood supply or by attrition from an underlying bony spicule, and will cause complete loss of function.
The commonest rupture is of the extensor pollicis longus, whilst the finger extensors are affected in decreasing frequency from the ulnar side (Vaughan Jackson 1962). The usual level in attritional lesions is at Lister's tubercle in the case of the thumb and over a disorganized inferior radio-ulnar joint in respect of the fingers. Function is restored by utilizing the extensor indicis proprius for thumb extension, and in the fingers by tenodesis to an adjacent healthy extensor tendon, or in multiple lesions by transfer of the wrist extensors.
Occasionally a 'boutonniere' deformity is seen. Deformity and function can be improved by division of the extensor tendon just proximal to its insertion into the distal phalanx.
The flexor tendons are not so frequently involved as the extensors. Inability fully to flex the terminal phalanx, 'trigger finger', or signs of median nerve compression are indications of tendon sheath involvement, whilst rupture due to attrition or invasion is easily recognized. Synovial clearance in these cases is just as essential as in the more obvious extensor lesions and it should always be supplemented by decompression of the carpal tunnel. Rupture of a profundus tendon can be overcome by suture to an adjacent profundus or by transposing an adjacent sublimis. Rupture of a sublimis tendon can be ignored. The nutrition available in a rheumatoid morass is limited and unlikely to support a tendon graft.
I find it of benefit in the post-operative management of those cases on steroids to increase the dose after the second week for three to four days. Patients receiving other anti-inflammatory agents are given a similar course of steroids at the same stage. This allows a spurt in regaining movement, reduces discomfort and thereby boosts the patient's optimism during a phase where progress is notoriously slow. Dupuytren's, contracture: I prefer the term 'maladie de Dupuytren', because contracture is a late manifestation of the disease. We do not know exactly what the malady is: there are so many theories. There are many treatments, some good, many bad. Vitamin and steroid therapies get nowhere and restrictive splinting with stretchings never succeeds. Excision before contracture becomes established is the treatment of choice, and this is best undertaken when disability is beginning to be experienced.
In the elderly with advanced contracture and skin shortening the simple division of established bands, fasciotomy, has its place: it relieves for an appreciable period and it may be repeated.
Excision of the manifestly affected tissue, limited fasciectomy, is the operation of choice: a complete excision of affected fascia, however, does not remove tissue which might later be involved. The complete fasciectomy, namely aponeurectomy and removal of all palmnar fascia, is indicated where the disorder is more widespread and less discrete than frequently experienced.
The condition is almost infinitely variable, and often progressive. It is a common condition and accounts for 3 5 % of our work. My youngest patient was aged 17 with a history of trouble from the age of 144. The surgical procedure involves not only the palmar aponeurosis, but the relief of skin contracture and the introduction of skin grafts is also not infrequently necessary. Postoperative hematoma can destroy function, whilst injury to digital nerve supply is a risk with the inexperienced operator.
Congenital deformities are seen at all ages but particularly in infancy, since family care has become a regular Service commitment. Many of these defective hands will function well if we do not interfere too enthusiastically with Nature's handiwork, and if we restrain our efforts by the most careful assessment and consideration before undertaking just the right amount of surgery to improve function.
Pulheems is a joint Services classification in which ability is expressed as a simple algebraic formula which serves as a means of communication between the medical officer and the employer of the patient. The formula denotes the capability of the individual and I suggest that the classification
